Aim The third stage of labour commences after the delivery of the foetus and ends with the delivery of the placenta and its membranes. Postpartum haemorrhage is the most common cause of maternal mortality and accounts for about 25 % of maternal deaths in India.
and complications of the third stage, against no drainage of placental blood. Methodology Two hundred pregnant patients with 37 or more weeks of gestation, with single live foetus in cephalic presentation, who underwent a spontaneous vaginal delivery, were included in the study. The patients were prospectively randomized equally into two groups (100 each in the study and control groups). Placental blood was drained in all the patients in the study group, whereas in the control group the cord blood was not drained. Blood lost in the third stage of labour was measured by collecting in a disposable conical measuring bag, and blood from the episiotomy was mopped, and the mops were discarded separately. Results The baseline statistics in both the group were comparable. The duration of third stage of labour was 210.5 s in the study group and 302.5 s in the control group. The 'p' value was statistically significant (p B 0.0001).
The mean blood loss in study group was 227.5 ml and was 313.3 ml in the control group (p B 0.0001). The incidence of postpartum haemorrhage was 1 % in study group and 9 % in control group. The mean drop in Hb % level was 0.6 gm/dl in study group and 1.1 gm/dl in control group. These above differences were both statistically significant. Conclusion Placental blood drainage as part of active management of third stage of labour was effective in
Introduction
Labour is a physiological process, but it is often associated with morbidity and mortality, with the most common cause being blood loss [1] . Life-threatening obstetric haemorrhage occurs in approximately 1 per 1000 deliveries [2] . The most recent Practice Bulletin from the American College of Obstetrics and Gynaecology estimates a total of 1,40,000 maternal deaths per year or 1 woman every 4 min [3] .
Postpartum haemorrhage (PPH) remains a leading cause of maternal mortality, especially in developing countries. In confidential enquiries into maternal deaths in South Africa (2005-2007, Confidential enquiries 2006), 383 maternal deaths due to PPH were reported, and the majority of these were considered to be preventable [4] . Of these deaths, 67 (17.5 %) were caused by uterine atony, where uterotonics were required to control the bleeding. Other cases of maternal death from PPH were due to uterine rupture (37 in women with previous caesarean sections and 43 in women without previous LSCS) [5] , retained placenta (88), inversion of uterus (7), and other genital tract trauma including caesarean section (141) [6] .
The active management of third stage of labour, as approved by FIGO in 2003, acts prompt to time to combat postpartum haemorrhage, should it occur, so that the valuable lives of pregnant mother can be saved [7] . The present study was designed to evaluate and compare the efficacy of placental blood drainage after spontaneous vaginal delivery as a part of active management of third stage of labour, versus no placental blood drainage.
Materials and Methods
Two hundred patients with term pregnancy (at or beyond 37 weeks GA) with a single live foetus in cephalic presentation who had vaginal delivery were included in the study. It was a prospective comparative study of two groups-the study group consisted of 100 patients-in whom the placental blood was drained. The rest of the 100 patients were placed as controls where the cord blood was not drained.
Group-A (Study group)-Placental blood was drained.
Group-B (Control group)-Placental blood was not drained.
Study outcome: The present study was designed to evaluate the effectiveness of placental blood drainage after spontaneous vaginal delivery as part of active management of third stage of labour (AMTSL) in decreasing the duration, blood loss, and complications of the third stage, against no drainage of placental blood.
Study design: Prospective randomized controlled study. Study population: All women with singleton term pregnancies, fulfilling the inclusion criteria and underwent vaginal delivery, were enrolled into the study.
Study period: July 1, 2014 to June 30, 2015. Informed consent: All the patients and the attenders gave written informed consent.
Inclusion criteria:
• Singleton pregnancy • Vertex presentation • Gestational age of 37 weeks (or) more The patients were prospectively randomized equally into two groups (100 each in the study and control groups). Block randomization was done with blocks of 2, 4, and 6 with 30, 30, and 40 %, respectively using RALLOC software. Concealed envelopes were used for randomization.
In all the patients detailed medical and obstetric history was taken. In each patient, the pre-delivery pulse rate, blood pressure, and Hb gm% were noted. Labour was monitored carefully using a partogram and augmentation was done whenever required.
Block randomization was done with blocks of 2, 4, and 6 with 30, 30, and 40 %, respectively, using RALLOC software. Concealed envelopes were used for randomization.
All the patients in the study group were counselled regarding the procedure of cord blood drainage, and an informed consent was obtained. Immediately after spontaneous vaginal delivery, after clamping and cutting the cord-the cord was unclamped and the blood was drained until the flow ceased. Prophylactic oxytocic for AMTSL was administered. In the control group, the clamped cord was not released. Placenta was delivered by controlled cord traction in the both the groups.
Blood lost in the third stage of labour was measured by collecting the blood in a disposable conical measuring bag (Brass V drape). Blood from episiotomy wound or perineal tears were mopped and the mops were discarded. If there was excessive bleeding due to uterine atony, appropriate measures were instituted. The blood collected in the calibrated bag was measured. The duration of the third stage was calculated using a stop watch. The patient's post-delivery pulse rate, blood pressure were noted. The women were kept under observation for the next 2 h to watch for complications, if any. Blood Hb gm% was measured after 48 h of delivery in both the groups and difference from that of the antenatal value was observed. After collecting all the data, the data were tabulated in a master chart and analysed.
Statistical Methods
Statistical analysis was carried out using commercial software SPSS (Statistical Package for Social Sciences) version 16. The descriptive measures like mean, median, and standard deviation for continuous variables were obtained. Frequencies and percentages were calculated for all categorical variables.
Results
The total number of patients studied was 200-equally distributed in both the groups. The majority of patients in both the groups were aged between 20 and 24 years and had their BMI between 24 and 25 kg/m 2 . The mean gestational age in both the groups was 39.5 weeks in the study group and 38.2 weeks in the control group. Majority of the patients (55 %) had spontaneous onset of labour but required augmentation with Inj. Oxytocin in both the groups. The mean birth weight of the babies in the study group was 2.81 kg, and in the control group it was 2.88 kg. The vital parameters in both the groups were comparable.
The duration of third stage of labour was 210.5 s in the study group and 302.5 s in the control group. The difference in the duration of third stage of labour is statistically significant ( Table 1 ). The mean blood loss in study group was 227.5 and was 313.3 ml in the control group. There was a statistically significant decrease in the blood loss in the study group ( Table 2) .
The incidence of postpartum haemorrhage was 1 % in study group and 9 % in control group (Table 3 ). The mean (Table 4) . These above differences were both statistically significant.
Discussion
In our study, the duration of third stage of labour was 210.5 s in the study group versus 302.5 s in the control group, the difference being statistically significant. In a study by Giacalone et al. [8] , a RCT involving 500 patients, the median value of duration of III stage of labour was 8 min in the study group and 15 min in the control group. In another study by Gulati et al. [9] , 200 pregnant women were evaluated and a significant difference in the mean duration was noted-5.72 min in the control group and 2.94 min in the study group.
The average blood loss in the third stage, in our study was 227.5 ml in the study group and 313.3 ml in the control group, the difference being statistically significant. In a similar study by Gulati et al. [9] , the amount of blood lost in the III stage of labour was 193.63 ml in the study group and 247.59 ml in the control group. Shravage et al. [10] reported that the average blood loss in the study group was 175.05 ml, while in the control group it was 252.05 ml.
The incidence of PPH was 1 % in the study group versus 9 % in the control group in our study, the difference being statistically significant. In another study by Gulati et al. [9] , the incidence of postpartum haemorrhage was 6 % in the study group as compared to 12 % in the control group. There was a statistically significant difference in the incidence of PPH noted by Shravage et al. [10] , 3 % in the study group and 10 % in the control group.
In our study there was a significant change in the Hb gm% (0.6 gm% in the study group vs. 1.1 gm% in the control group). But, in a study by Soltani et al. [11] , there was no significant change in mean Hb gm% after birth, it being 1.2 gm% in the study group and 1.3 gm% in the control group.
Conclusion
Placental blood drainage as part of active management of third stage of labour was effective in reducing the duration, the blood loss and also the incidence of PPH [12] . Placental blood drainage is a simple, safe, and non-invasive method of managing the third stage of labour, which can be practiced in both tertiary care centres as well as rural setup in addition to the routine uterotonics. 
